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HOSPITALS TO CELEBRATE LIVING: Abstract
A Therapeutic Environment for Long Term Care
by Thomas Joseph Stohlman Jr.
Submitted to the Department of Architecture on May 10, 1978
in partial fulfillment of the requirements for the degree of
Master of Architecture.
The long term care facility is something like a
plaster cast. The patient needs the cast's support and pro-
tection, but it limits the use of the injured parts. In the
case of the cast, the muscle atrophies. If the hospital
doesn't provide the patient opportunities to control his or
her own life, does the mind atrophy too?
The Chinese use slats of wood to set broken bones.
The wood flexes enough to allow for some use of the muscles.
The slats permit contact with the air. The bone remains
supported and recovery is faster.
A therapeutic environment encourages and supports
the patient in exercising control over his or her life, des-
pite any physical or mental handicap they might have. This
thesis presents some ways to design and evaluate a therapeutic
environment.
Thesis Supervisor:
Cheftef Sprague
Associate Professor of Architecture
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Introduction
The inspiration for my thesis topic will al-
ways remain vivid in my mind. My grandmother spent
the last half year of her life in a nursing home.
She had preconceptions of the place that proved
very true to her, and, no doubt, shortened her re-
maining time to live. In arguing the positive points
of staying to my grandmother, my mother would proceed
down the list of clearly adequate and first rate ser-
vices that the place had to offer. In spite of a
competent staff, a modern, clean building, and her
own private room, my grandmother would protest:
"Everyone's sick here.!". This was undeniably true,
but the physical surroundings intensified the fact all
the more. Her movements were constantly watched from
the nurses' station. There was no place to go to be
by herself. There were no places that could remind
her of where and how she spent most of her life. No
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windows could open. She couldn't see the world go by
from the place she spent most of her time, her bed.
She was only reminded of how it once was and how it
might be by her visitors and her telephone number.
She was permitted to keep her telephone number.
It is a paradox that the very environment
that should help its users live, even celebrate living
through a return to health, is often a neutral, unfami-
liar and frightening place to be. A place that has all
the challenges of a prison. How might the physical
environment of a hospital contribute in more ways to
getting well?
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"It may seem a strange principle to enumerate
as the very first requirement in a hospital
that it should do the sick no harm."
-Florence Nightingale
A study of the evolution of hospital design
suggests some of the factors that constitute a thera-
peutic environment. The examples here are the phy-
sical manifestations of these basic factors (the
factors are underlined for emphasis).
The hospital has always offered services that
cannot be obtained elsewhere. In ancient Greece,
there was some belief that priests could offer a thera-
peutic regime based on the patient's dreams. The place
where this interpretation took place was called the
Asklepieia, a place for dreams. The therapeutic treat-
ment was based on thoughts and perceptions of the mind.
In fact, if a patient was too ill to make it to the As-
klepieia, a relative could be substituted with no les-
sening of the therapeutic effect.
In the middle ages the hospital was a place
to stay for the sick who had no other place. The
emphasis of care was still very much on the patients'
minds. It was important that the patients have visual
contact with the symbols of their God. This was a re-
minder of a healthy life after death. The hospital
was built with a chapel at one end, a cathedral with
beds. The physical environment should support a heal-
thy state of mind.
It was towards the end of the middle ages that
the care of the sick evolved into a therapy for the bo-
dy and treatment of the actual physical illness. With
emphasis on the body, it was realized that even the
best care of the mind could not combat a filthy bed,
stagnant air, foul water, and extremes of hot and cold.
The hospital became a place where one could get an en-
vironment free from physically destructive factors.
The physical environment of a hospital should be clean,
provide fresh air, water, and food, offer control
over the temperature, and adequate protection from
the weather.
Today the hospital offers us attention, ther-
apeutic techniques and equipment, when those places
familiar to us cannot offer these supports. The phy-
sical environment of a hospital must not interfere
with therapeutic techniques and equipment, and ad-
dequate care and attention. In fact, most hospitals
are designed solely from this point of view. The need
for equipment space is hardly debatable. But the in-
tensity of supervision and attention (and the corres-
ponding physical ramifications) has long been debated.
"One member of a recent conference at the hos-
pital center in London remarked that he never
understood why it was so important that a pa-
tient should be seen to fall out of bed. A
principle matron observed that a nurse could
stand at the bottom of a patient's bed and not
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realize he was dead." -p.215
The Hospital: A Social and Architectural History
By John B. Thompson
It is important that the nurse be accessible to
the patient, that someone is readily available and cares.
This does not imply straight lines of sight and access
to each patient from some centalized lookout. A phy-
sical environment where the patient can be part of the
ongoing activities of hospital care (visually and li-
terally), can provide an adequate amount of attention
and personal contact.
Taken to an extreme, the hospital could only
provide the latest equipment and techniques to cure an
ailing body. The patient could be monitored constant-
ly with machines. But any lessons that were learned
from the time when cures were mostly through the mind
would be lost. A therapeutic environment must help
treat the whole person. This is the basis for the
next topic.
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"Large-scale random samples have been used to
compare the mortality and recovery rates of pa-
tients served by intensive care units with those
of patients given home treatment. So far they
have demonstrated no advantage. The patients
who have suffered cardiac infarction themselves
tend to express a preference for home care;
they are frightened by the hospital, and in a
crisis would rather be close to people they
know. Careful statistical findings have con-
firmed their intuition: the high mortality rate
of those benefited by mechanical care in the
hospitals usually ascribed to fright." -p.101.
Medical Nemesis
by Ivan Illich
"Every long term patient has one major need: to
be looked upon as an individual, whole person...
restore his or her morale, keeping them intellect-
ually and emotionally in the stream of life."pp.10-11.
Care of the Long Term Patient:
Commission on Chronic Illness
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Cel-e-brate: v. ; to praise, extol, laud, glorify.
A healthy person can participate in a large
range of activities and corresponding physical set-
tings. Illness limits the normal (familiar) range of
physical and mental activities. A hospital can in-
tensify this effect by offering a patient an environ-
ment devoid of a familiar range of participatory set-
tings. A therapeutic environment allows the patients
to use their limited physical (mental) state to the
highest possible degree.
Keeping Control
"For the vast majority of patients, admission
to the hospital marked a personal crisis in
their lives; for all concerned it was a turn-
ing point in their efforts to cope with the
illness" -p. 107.
Sickness & Society
by Duff & Hollingshead
Positive health is not necessarily the ab-
sence of disease, but rather a state of physical, men-
Celebrate
Living
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tal, and social well-being.
The time spent in a hospital can be divided
into a number of states of health or well-being.
After the onset of an illness, a state of health is
established when a patient gains control over the
limitations imposed by the illness. The patient may
not have attained the original state of health, but
will have established enough control to deal with
choosing to go a step further towards that state of
well-being.
"Even in the unconscious state the patients
are aware of what happens around them." -p. 114.
Principles of Hospital Design
by Hugh & John Gainsbourough
"Seperated from the comfortable familiarity of
home, the hospitalized patient gives up clothes
which lent him individuality...assigned to a
bed and given a number. He is ordered or for-
bidden to do certain things...The time to get
up, the time to go to sleep, whether he can
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get out of bed or not, what he will eat and when,
whether he can have any visitors, and many other
details of daily living are no longer determined
by his own likes and dislikes and habits of a
lifetime...As his apprehension mounts he tends to
dwell more and more on his own self and illness,
to the exclusion of any interest in the outside
world, and to demand similar concern from those
around him." -p.206 .
The Quality of Mercy
by Selig Greenburg
Allen Pincus, in his article, "The Definition and
Measurement of Institutional Environments in Homes for the
Aged", (Presented at the 20th annual meeting of the Geron-
tological Society, St, Petersburg, Fla., Nov. 9, 1967.) des-
cribes environments as being resourse-rich or resourse-sparse.
This indicates the levels and quality of environmentally pro-
vided opportunities. The resourse-sparse can only intensify a
feeling of lost control in a sick person. There are too few
opportunities to test competency and control. A resourse-rich
environment helps by providing opportunities and settings to
explore and test an altered physical state. 11
The opportunities and settings provided must be re-
cognizable to the patients. This allows them to
relate their experiences with settings they have
encountered before. One can then learn to deal
with an altered physical state when confronted
with returning to the "real" world. The settings
and opportunities available to a patient in a
hospital become a measure of the return to con-
trol over his/her life.
"The open system of care or support is
ideally a system that has as many aper-
tures for getting out of the system as
there are for getting in" -p. 4.
Designing the Open Nursing Home
by Joseph Koncelik
The therapeutic environment should give the
patient an opportunity to participate in a range of
familiar physical settings, and regain control over
a range of physiological states. It actively supports
12
the patient's efforts to attain a state of well-being
or health. This is explained in more detail in the
next sections.
Living room furniture, plants, rugs in St. Thomas' Hospital, London.
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Physiological States
An illness of the senses lessens a person's
ability to identify stimuli available from the environ-
ment. This makes a well-informed descision about sub-
sequent reaction harder to make. This represents a
loss of control. The environment can intensify this
lost control by lacking sufficient stimuli or by having
confusing stimuli. A rich, unambiguous sensory en-
vironment can provide adequate stimuli for descision
and thought despite sensory limitations.
An illness of the body's motor systems lessens
a person's ability to react to stimuli from the en-
vironment. This also represents a loss of control.
The environment can be unusable or inaccessible to
people with motor disabilities. A "barrier-free"
environment can help provide opportunities to react,
despite motor limitations.
The following section contains a list of
14
sensory and motor functions that are limited in some
way by illness. Certain physical design implications,
which facilitate patient control are suggested. For
a more complete listing of dimensions and physical
implications, I refer you to Humanscale 1/2/3 by
Niels Diffrient, Alvin R. Tilley, Joan C. Bardagiy
of Henry Dreyfuss Associates ( MIT Press, Cambridge,
Massachusetts, 1974).
The long term patient can be limited in many
of the ways listed, although limited motor functions
predominate (stroke, spinal injury, multiple sclerosis,
paralysis).
"The body becomes undependable, the mind be-
comes detatched...the mere feel of a pen moving
across the paper should be curative...that and
some attempts to listen to music-Who have I be-
come? What has me in hand? Let me feel strong
and free once more...But people keep hopeful
and warm and loving right to the end...I see
15
the old constantly in these uptown streets
and they are not 'depressed'...their eyes
are bright;they have bought themselves gro-
ceries;they gossip and laugh...with, often
crippling handicaps evident among them."
From "Journals of a Poet"
by Louise Bogan,
The New Yorker,
January 30, 1978
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SENSORY
1. Sight/Eyes:
-Blindness, Blurred Vision, Distorted Vision.
-Increased dependence on the other senses: touch,
hearing, and smell.
Design:
-Braille, raised lettering on signs.
-Audio signals for signs.
-Unambiguous/differentiable acoustical environment
(no excessive masking or combining of sounds).
-A variety of tactile/nasal/acoustical stimuli
that facilitate a clear understanding of the
physical environment (warm wood, cool steel, soft
rugs, hard tile, smell of food, flowers, disinfec-
tant, noisy rooms, quiet rooms).
-Clear pathways to travel through (avoiding exces-
sive/repeated hard turns and reversals in cir-
culation, avoiding repeated, same length corridors,
avoiding protruding objects).
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Hearing/Ears:
-Deafness.
-Increased dependence on sight.
Desgn:
-Visual and audio signals for signs.
-Visually informative pathways (avoiding hidden
entrances, blind turns).
-Good visual control over more personal spaces.
-Overall good lighting, reduced glare and re-
flection (to facilitate a clear reading of visual
inf ormat ion).
3. Touch:
-Loss of sensitivity to extremes of hot and cold.
-Loss of clues to bodily injury.
Design:
-Protected/clear sources of extreme heat and cold.
-Avoid surfaces that can easily cut or scrape
(through placement of surfaces or choice of
textures).
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-Visual/audio reinforcement of equipment and
furniture controls.
4. Taste:
-Loss of ability to enjoy food and distinguish
between good and bad foods.
Design:
-The sights and smells of food preparation be-
come important in the enjoyment of eating.
5. Smell:
-Increased dependence on sight and touch.
-Some loss of taste.
Design:
-Visual/audio reinforc.ement of the presence of
gases and smoke.
-See above.
MOTOR
6. Head, Eyes, and Mouth:
-Limited field of vision, speech difficulty.
Design:
-Visual and audio signals to facilitate communication. 119
-Careful placement of windows to afford views
despite limited mobility.
7. Hands:
-Decreased ability to grasp, pull, and turn.
-Increased dependence on arms, legs (feet), and
head (mouth) performing hand functions.
Design:
-Door, window, and furniture hardware should fac-
ilitate ease of operation (levers instead of knobs).
-Low, deep sitting places become difficult to get
out of.
-See below.
8. Arms:
-Decreased ability to push, pull, and reach.
-See above.
Design:
-Commonly needed items (storage space and usable sur-
faces) must be within easy reach, despite a limited
reaching range (see diagram) .
-See above.
9. Feet/Legs:
-Decreased ability to ambulate.
-Increased dependence on arms and hands (and
prosthetic devices: cane, crutch, and wheelchair).
Design:
-Wheelchair dimensions require wider pathways and
space than normally needed. (Diagram next page)
-A wheelchair user is lower than an upright person
(counters can be too high, tables to low for wheel-
chair, mirrors and storage out of reach). (Diagram
next page)
-Changing levels is difficult, elevators are needed
in multi-story buildings, ramps must have rest areas
frequently (every 30' for 5-8% grade, 15' for 8-10%),
stairs must have frequent rest areas.
-Soft or uneven ground surfaces, curbs, make wheel-
chair movement difficult.
-Handrails/surfaces of comfortable size, shape, and
texture help facilitate horizontal and vertical
movement. (See diagram)
-Handrails/grips can facilitate movement in and out
of wheelchair. (Diagram)
5TONE.
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Dimensions are in inches.
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10. Heart and Lungs:
-Loss of tolerance of and recovery from physical
exertion or stress.
-Decrease in efficiency of oxygen metabolizing
system.
D e sign:
-Space to stop and recover on horizontal and ver-
tical pathways.
-Some sense of control over levels of temperature,
sound and activity in more personal spaces.
-Space for oxygen supply and heart/lung monitoring
systems (a 2x3' space is adequate for most pieces
of equipment.
11. Excretory System:
-Loss of control over bowel and urinary functions.
Des ign:
-A bathroom should be easily accessible from all
public and private areas.
-Surfaces likely to be effected should be easily
cleaned.
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12. Other Internal:
-Loss of ability to digest food.
-Loss of kidney, liver, and other functions.
-Reliance on equipment.
Design:
-Intraveneous equipment requires a 2x2' space.
-Most pieces of movable equipment requires a
2x3' space.
When some of the senses are limited, dis-
tinct and varied experiences for all the senses,
help support a person's understanding of a physical
setting. Careful dimensioning and placement of
built forms can help support a person's desired
actions, when mobility is limited.
The design implications here are not complete,
as many aspects of the physical environment can re-
inforce informed decisions and facilitate subsequent
action.
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Physical Settings
"Any institutions which house patients over
24 hour cycles should be capable of supporting
a very wide range of human behavior"
"Hospitalization: Time without Purpose"
by Mayer Spivack
Ekistics 245
April 1976
Human activity takes place in a wide range of
physical settings. Mayer Spivack, in his paper "Arche-
typal Place','(Architectural Forum, October 1973, pp. 44-
49), lists some tasks, some human behavioral patterns,
that a physical environment must support. The tasks
provide a framework to place physical settings in.
The list of settings that follows, covers a
range of sizes and qualities. Everyone can take a task
and generate a personal list of settings, so the actual
variety is infinite. But the list provides some ex-
amples of the variety of settings familiar to us in
25
normal life. The therapeutic environment should have
a similar variety of settings: the noisy places, quiet,
private, and personal places, social and public places,
light and dark, large and small places, places that
change to cover a range of descriptions, the variety of
spaces we choose for specific tasks/activities/experiences
of our daily lives. Used with the previous qualitative
descriptions (designs for states of health) they help
identify the therapeutic or resourse-rich environment.
"On June 5, 1901, he moved 4G tubercular patients
into two large tents, each with 20 beds...Camp
life was free and interesting, most of the pa-
tients left their beds to wander around the lawn.
They watched the steamers and excursion boats
passing along the East River, read papers and ma-
gazines, played games, and showed increasing in-
terest in their surroundings and fellow patients."
"Tent Treatment for the Insane"
by Ruth B. Caplan
p. 145- Hospital and Community Psychology
#18, 1967.
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Key to Lists:
Each task is described, and aspects of the task
that pertain to a long term care facility are underlined.
Settings are then listed in an approximate size order
(from smaller intimate places to larger communal places).
Each setting has the potential for existing
in a long term care facility. The following sections
explore this potential, through evaluation and design.
For a more detailed description of the taskssee Spivack's
"Archetypal Place".
1. SHELTER:Protection from and control over weather,
light, noise, and activity; attention and care.
Settings: Cave, hole, walls, roof, overhang, porch,
entryway, bedroom, other rooms, house, most build-
ings.
2. ROUTE: Travel to, from, and through places; the
travel to, from, and through patient rooms, ac-
tivity spaces, bathroom, outside, horizontal and
vertical travel.
27
Settings: Hallways, footpaths, sidewalk, trail,
street, highway, virtually everywhere.
3. STORE: Storage of belongings, material, food;
storage of clothing, personal belongings, snacks,
food, linen, toiletry.
Settings: Shelves, closets, bedroom, bathroom,
kitchen, other rooms, attic, garage, warehouse,
virtually everywhere.
4. MEET: Communication, socializing, teaching, learn-
ing, sharing; talk about experiences, support one
another, learn about returning to health in small
and large groups.
Settings: Living room, kitchen, dining room, out-
side, auditorium, church, school, town hall, mar-
ket place, bar, beauty and barber shops, commer-
cial establishments.
5. COMPETE: Comparison and testing of abilities with
others; a way to gauge progression in a return to
health, physical and mental games, diversion.
Settings: Living room, park bench, workspace,
playing field, playground, backyard, driveway
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0. WORK: Gathering necessities of life, sharing
abilities or resouces with others, improving or
refining one's own abilities; striving towards a
state of health through physical or "occupation-
al" therapy, helping in the running and maintain-
ance of the place you're in, sharing your talents
or abilities with others.
Settings: Bedroom, kitchen, therapy room, garden,
library, school, market place, workplace.
7. PLAY: See WORK; fantasy, learning, diversion.
Setting: Living room, bedroom, driveway, backyard,
park, playground, movie theater, fair, stadium, hobby shop.
8. MEDITATE: Contemplation, diversion, learning about
oneself, rejuvenation; understanding a new self.
Settings: "Nook", bench, bedroom, porch, garden,
park, library, church.
9. FEED: Eating, drinking, nourishing oneself and
others.
Settings: Bedroom, porch, patio, dining room, kit-
chen, park, marketplace, restaurant, city street,
stadium, banquet hall.
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10. TERRITORY: Associating a place with oneself; be-
ing able to change a place to suit oneself, be-
ing able to distinguish between levels of person-
al and non-personal space.
Settings: Front yard, porch, entryway, gateway,
bedroom, "floor", building, street, neighborhood,
town, state, country.
11. SLEEP: Resting the body, recuperation, rejuvenation.
Settings: Couch, bedroom, porch, living room, park,
library, "nook".
12. GROOM: Washing body, rejuvenation, renewal; con-
trol over one's appearance.
Settings: Bathroom, bedroom, locker room, beauty
parlor and barber shop.
13. EXCRETE: Ridding body of wastes.
Settings: Bathroom, outhouse, public toilets.
14. MATE: Sharing oneself in an intimate, physical way;
procreation.
Settings: Bedroom, "nook".
There is a potential for every setting avail-
able to a patient in a hospital to support some human 30
behavioral task. But the settings must be designed
with some reference to the number of settings (and
their dimentions and qualities) available in the
real world.
The following pages are some rough studies
of a ward, an existing long-term care facility,
and an alternative care facility (before and
after renovation). Each of the settings is listed
for a patient, in a certain state of health, for a
specific task. The quality of the settings are des-
cribed in more detail for the existing long-term care
unit, as it is more familiar to the author. For all
examples the level of patient control over the set-
ting is commented on.
Using
the Criteria
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There is a graphical comparison of settings
available to a healthy person and the settings a-
vailable to a person in certain states of health.
A good therapeutic environment is one where there is
close correlation between the two graphs.
Key to evaluation:
Settings: The actual place where -a patient
can perform the specific tasks.
States of Health:
1) Immobile-Limited sensory: A semi-con-
scious patient who has some awareness of the sit-
uation, but is bedridden, and has little or no
ability (strength) for motor functions (this is a
state found upon returning from an operation, or
in various stages of severe illness, towards the
end of terminal illness, and in the early recuper-
ative stages of a stroke, heart attack, or trau-
matic injury).
2) Limited mobile- Some sensory: A con-
scious patient, who is weak, but somewhat mobile
and must depend on others to help with certain
motor activities (A state found in the middle stages
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of recovery from an illness, and sometimes a perman-
ent state of health, in which a person will always
have various degrees of dependence on others and
equipment).
3) Mobile-Most sensory: A conscious patient
who can get around by him/herself with with minimal
aid from others (although some prosthetic device might
be in use), but must remain in a place where certain
equipment and resources are readily available.
Standard range of settings: A rough indica-
tion of what settings are available for tasks in
normal life. I refer you to the section that lists
these settings for specific examples (Range of
Physical Settings). The following are approximate
numbers of the available settings. (+ indicates
there can be more)
1) Shelter- 10+ 8) Meditate- 5+
2) Route- 10+ 9) Feed- 4+
3) Store- 6+ 10) Territory- 4+
4) Meet- 7+ 11) Sleep- 4t
5) Compete- 4+ 12) Groom- 2
6) Work- 5+ 13) Excrete- 1
7) Play- 5+ 14) Mate- 1+
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Control:
1) No control: The combined effects of the il-
lness and the built environment deprive the patient
of any opportunity to control his/her situation.
( An example might be a bedridden patient who can-
not see out the window, or a wheelchair-bound
patient who cannot look at the mirror in the bath-
room.)
2) Some control: The patient has control over some
aspects of their situation, but not complete con-
trol. ( For example, being able to open or close
the shades in a double room, but not being the roomer
closest to the window; or vicarious control.)
3) Full control: The patient has a good control over
his/her situation. Little sense of limitation is
felt by the patient.
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NIGHTINGALE WARD:
"To deprive the sick of pure air is nothing
but manslaughter.
"Every uneeded closet, scullery, sink, lobby,
and staircase, represents both a place which must be
cleaned, which must take hands and time to clean, and
a hiding or skulking place for patients or servants
disposed to do wrong."
-Florence Nightingale
The Nightingale ward represents a revolution
in hospital design and is still used in this form in
long and short term hospitals around the world.
KEY:
Settings:
B: Bed area.
b: Bathroom.
W: Ward area.
0: Outside.
Control:
#: No Control.
#: Little Control.
;: Full Control.
Notes:
-The number that indicates
the total settings, also
has an indication of over-
all control.
35
T I
States of
Immobile
.Limited.
sensory
Health
Limited
mobile
S ome
sensory
A
Mobile
Most_
sensory
B
Normal
C
Settings Available
See underlined States
of Health for key.
0 1 2 3 4 5 6 7 8 9 10
I I ~IB
B W
2
B W
2
B W
2
Route W W
0 1 1 10+
Store B B B
1 1 1 6+
Meet B 0 B W 0 B W 0
1+ 2+- 2+ 7±
Compete B B W B W
1 2 2 4±
Work B B W B W
1 2 2 5+
Play B B W B W
1 2 2 5+
Meditate B 0 B 0 B 0
1+ 1+ 1+ 5+
Feed B B B W
1 2 2 4+
Territory B W B W B W
2 2 2 4+
Sleep B B B
1 1 1 4+
Groom B B B
1 1 1 2
Excrete B B b B b
1 2 2 1
Mate
0 0 0 1+
2+ 3+ 10+
A.,
''B
**
* I
4
-
*
A B
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Tasks
Shelter
C
Total
Ward:
The ward design was revolutionary from the
point of view of ventilation, cleanliness, and patient
attention. The patient must participate in all the ac-
tivities of the ward. There is little or no patient
control over the activities and the setting. The
ward is one large room with the patient areas delineated
by a bed and pieces of furniture. Because of this the
variety of settings is very low. All patients, regard-
less of their state of health, have the same, small
range of settings. As with most hospital design, the
physical setting contributes only the very basic thera-
peutic neccessities.
Square Footages: s.f.
30 People
Be( Area 2560
Bathrooms 288
Circulation 1472
Nurses' Area 1
Total 4516
150.5 s.f. per
57%
6%
33%
4%
s.f.
person
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HOSPITAL A:
The example is a second story wing of a larg-
er long term care facility. It is in a mostly residen-
tial neighborhood. The major therapy rooms are nearby
on the ground floor. The treatment program is described:
"Every patient ... is encouraged and helped
to achieve the highest level of social, emotional, and
physical well-being. ''
The physical environment is typical of most
long and short term care facilities existing today.
2 200
B
E . 0
2B 02 3 7 45 0
-I
1 Single
2 Double
D Dayroom
E Elevator
T Toilet
B Bathroom
N Nurses' Station
KEY:
Settings:
#B: 1, 2, 4 Person Rooms.
b: Bathroom.
C: Corridor.
0: Outside.
D: Dayroom.
o: Other: includes thera-
py rooms, chapel, bar-
ber shop, beauty par-
lor.
Control:
#: No control.
: Little control.
Full control.
Notes:
-The number that indicates
total settings, also indi-
cates overall control.
-A more detailed descrip-
tion of this example is
found on the following
pages.
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I I
States of Health
Immobile
. . ..............
Limited.
sensory
Limited
mobile
S ome
sensory
A
Mobile
Most
sensory
1. f I
124B
1I1. ,-
0 '
124B D o C
C
2+
124B D o C
C
B
Normal
C
5+ 10+
2+ 10+
Store B o B o B o
_____ +__1+ .1+ 6+
Meet 124B 0 124B 0 o C D 124B 0 o C D
1+ 5+ 5+ 7+
Compete 124B 124B o D 124B o D
Work 124B 124B o D 124B o D
1 -3 3 5+
Play 124B 124B o D T24B o D
1 3 1 5±_
Meditate 124B 0 T24B o D C T24B o D C
______1+ 3+± 3+5
Feed 124B 124B D C 124B D C
1 2+ 2+ 4+±
Territory 124B 124B C o 3 24B C o
1 3 3 4±
Sleep 124B T24B C D T24B C D
1 ~~2± 2+ 4+
Groom B B b B b
_______1 1+ 1+ 2
Excrete B B b B b
1 2 2 1
Mate 1B 1B 1B
1 1 1 1+
1+ 6 6 10+
Settings Available
See underlined States
of Health for key.
0 1 2 3 4 5 6 7 8 9 10
/
/
-.
*
* *
I.
_______________________ 
______________________________ 
I_________________________________________ I _________________________________________________________________________
Tasks
Shelter
Route
Total
Hospital A: a more detailed description :
Key:
Task Setting
-A description of the setting's qualities.
(in parenthesis the number of the applicable
state of health: 1: Immobile, limited sensory.
2: Limited mobile, some sen-
sory.
3: Mobile, full sensory.) +drawings
1 Person Bedroom
-Window and shades operable, providing some
control over light and weather. Artificial
lighting in the rooms is operable from bed,
and their are portable lamps in some rooms.
Door to hallway provides some acoustical and
visual privacy. (1, 2, 3)
2, 4 Person Bedroom
-A problem occurs in multi-person rooms when
the person closest to the window or door has
more control over it. (1, 2, 3)
-There is less control over acoustical and
visual privacy in a multi-person room. (1,2,3)
Shelter
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Dayroom
-Windows and shades operable for control of
ventilation and light. (2,3)
Other
-In all the spaces, outside of bedrooms, there
are really none where the patient can go for
any sort of acoustical and visual privacy or
"shelter" from activities. ( 2,3)
Route Corridors
-Patients travel over 2-3 different lengths
of corridor during a day (to and from thera-
py). The pathways are long and straight with
little variation in size or surroundings. -
This can cause confusion (a loss of control)
in finding one's way around. (2,3)
-Handrails of comfortable size and shape are
along most lengths of hallway. The hallways
have a surface firm enough for wheelchair
movement. There are no physical barriers
to wheelchair movement. (2,3)
Store Bedrooms
-There are nightables in each room for
storage of a few things near the bed. (1,2,3)
rnwim.m
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-The fixed dressers in the doubles and the
movable dressers in the singles have draw-
ers and tops that are difficult to reach
from a wheelchair. (2,3)
-There is some additional storage space for
food on the unit, for snacks and items brought
by friends. But the patient has little or no
access to it. (1,2,3)
Bedrooms
-In single rooms there is space for meeting
2-4 people, in double rooms there is little
space for any meeting. (1,2,3)
Dayroom
-A large room for patients to meet, but there
are no smaller spaces to meet in smaller groups. (2,3)
Meet
-If dayroom is being used for a meeting, there
is no other place to go and meet. (2,3)
Corridor
-No space to sit out of the way and meet with
2-3 other people. Conversation disrupted by
activities in hallway. No tables or other
furniture to gather around and use (save for
a large 4x8' table against one corridor wall).
(2,3)
--
MOVEMENT
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Outside
-Any vicarious "meeting" with the sights
and activities outside is hard from the
beds in most rooms. The dayroom has an
excellent view of an exterior garden and
the street beyond.(1,2,3)
Other
-The occupational therapy and consultation
rooms on the lower floors are used for meet-
ing (by appointment). The rooms offer a
range of small, personal spaces (consulta-
tion) and larger group spaces (therapy).
These are not directly reached from the
patient's living areas. (2,3)
Compete Bedrooms
-There is a space and control problem in the
multi-person rooms when 3-4 people gather
to compete. (2,3)
Dayroom
-Space and furniture for a large group compe-
tition, but no smaller group spaces. (2,3)
Other:
-Occupational therapy has the equipment and
space for a variety of games, but this is
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available only at appointed times. (2,3)
Work Bedrooms
-In single rooms there is enough space
to work at a desk or table. In multi-
person rooms there is no space for this. (2,3)
Dayroom
-Working in a large group is possible, but
there are no spaces for smaller groups. (2,3)
Other
-Physical therapy has the equipment to work
on restoring control to motor and sensory
functions. Speech therapy provides a smal-
ler, quiet space for working on speech dif-
ficulties. Both are only available at ap-
pointed times. (2,3)
Play Bedrooms
-In single rooms there is enough space to
play cards and other mind games. In multi-
person rooms there isn't enough space for
2-3 people to play similar games. (2,3)
Dayroom
-Playing in a large group is possible, but
there are no spaces for smaller groups. (2,3)
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Other
-Occupational therapy has the equipment
and space for different types of play
activity. It is only available at ap-
pointed times. (2,3)
Meditate Bedroom
-It is hard to be by yourself in a
visual or acoustical sense, in a multi-
person room. (1,2,3)
Outside
-Meditation on the sights outside is
hard from all bedrooms. View of out-
side garden is good from dayroom. (1,2,3)
Dayroom
-It is hard to be by yourself in a
visual or acoustical sense, in a room
sized for a large group of people. (2,3)
Other
-The church is quiet and dim and has
several places to sit by yourself. It
is awkward to get to by the second floor. (2,3)
Feed Bedrooms
-Space for small movable table top and
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tray. (1,2,3)
Territory
Dayroom, Corridor
-Patients can eat alone in the cor-
ridor or in groups in the dayroom. (2,3)
Bedroom
-In some rooms it is difficult to see
who is entering (loss of control over
personal space). In single rooms there
is space enough to change furniture around
to meet personal needs. This is very diffi-
cult in multi-person rooms. (1,2,3)
Corridor
-Although lighting in the corridor is soft
and non-glaring (to facilitate gathering
of visual information about the place), it
is of the same uniform quality along the
corridor's length. This doesn't contribute
to differentiating rooms and spaces along
the corridor. (2,3)
-The hard, large, straight, flat walls tend
to cause sounds to mesh into a uniform white
noise ("colorless", undifferentiated sound).
This doesn't contribute to differentiating
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rooms and spaces along the pathway. (2,3)
-The above two factors and the fact that
there is little physical differentiation
between pathways and rooms, makes it hard
to identify that one can use ("territory").
Patients can get lost. (2,3)
Other
-The hospital as a whole is sometimes
a confusing place to be in. It is hard
to get a sense of where you are and where
you're going in the long, uniform, intersect-
ing hallways. There are no distinct refer-
ence points and little variation (in sights,
sounds, smells, feel) in the qualities of
the spaces along the route. (2,3)
Sleep Bedrooms
-Little control over lights and noise in mul-
ti person rooms. (1,2,3)
Corridors, other
-It is hard to find a place to be out of the
traffic and activities. (2,3)
Groom Bedrooms
-Small movable table can be used to hold
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toiletries. (1,2,3)
-Mirrors too high for wheelchairs
in some rooms. (2,3)
-Most bathing facilities are in other
rooms along the corridor. (2,3)
-Double rooms have adjacent bathrooms, but
little space for grooming inside them. (2,3)
Excrete Bedroom
-Bedpans. (1,2,3)
Bathroom
-Double rooms have adjacent bathrooms, but
these are quite small and wheelchair patients
need help to enter and leave them. (1,2,3)
-There is no bathroom near the dayroom and
one accessible from the hallway. (2,3)
Mate Bedroom
-Only the single rooms have enough privacy
for intimate, personal activity. (1,2,3)
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Hospital A:
The existing nursing unit offers some patients
more control over their personal space and a larger va-
riety of settings than a ward. The patients are active-
ly encouraged to leave their rooms, but can only sit out
in the corridor or in the dayroom (which is frequently
being used for meetings and closed at times). The trip
to therapy rooms downstairs provides some variety in
pathway (places to move in) and territory (place to i-
dentify with self). This is contrasted with keeping the
patients on one floor. The contribution to the thera-
peutic regime by the physical environment is better than
a ward, but still isn't close to the variety of settings
in "real life".
Square Footages:
49 People
19 Single-146 sf
15 Double-206 sf
Corridor
Bathrooms
Dayroom
Nurses' Area
Other
Total 1
265.3 sf per pe
s.f. %
2775
3084
3702
948
1176
703
612,
3,000
rson
21%
2 4%
28%
7%
9%
6%
5%
s.f.
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FORDA WING: South County Hospital, Wakefield, R.I.
The following excerpts are from an article
about this facility in Progressive Architecture: Nov.
1974, pp. 64-69. (See appendix)
"...a 'theraputic corridor' which would be
structured with a variety of activity centers to encour-
age patients to venture out of the confinement of their
rooms, to help each other, help themselves, and to re-
ceive help and encouragement from families and profes-
sional attendants in realizing their cure ... in-room
vanities to encourage self grooming...street clothes...
ambulation...as much control over the environment by
patients as possible...post-acute patients..." (simi-
lar to long term patients) .
>)14=Bed room
n :.Nooks
t :Toilets
N Nurse
D Dayroom
o Other
0
Zo
30
g4o
'00 L_
KEY:
Settings:
124B: 1, 2, 4 Person Rooms.
~b: Bathroom.
C: Corridor.
c: Corridor nooks: meeting
spaces, snack stations,
therapy spaces.
0: Outside.
o: Other: Game room, sun
room, consultation rooms.
Control:
#: No control.
4: Little control.
: Full control.
Notes:
-The number that indicates
total settings also indi-
cates overall control.
-*Refer to evaluation page
of Hospital A for an anal-
ysis of the preliminary
design of the wing.
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States of Health Settings Available
Immobile Limited Mobile See underlined States
mobile of Health for key.
Limited Some Most
sensory sensory sensory Normal 0 1 2 3 4 5 6 7 8 9 10
A B C
Shelter 124B 124B C c o 124B Ic o
e 7+ 7+ 10+ .*A --*B C
R out e C C--'
0 1 10+
Store 124B b o 124B b o 124B b o
2+ 2+ 2+ 6+
Meet 124B 0 124B C c o 0 124B C c o 0
Comet 1436+ ~ 6+ 7±.
Compete 124B 124B c o 124 c o
-__ -1 4 ~~ 4 4+ *
Work 124B 124B c o 124B c o
_1 4 ~~ 4 + *
Play 124B 124B c o 124B c o
14+ - 4+ 7
Meditate 124B 0 T24B c o T24B c o
______1+i 3+ 3 5+
Feed 124B 124B c o 124B c 0
Territory 124B 124B c C 124 c C 3
1 2+ 2+ 4+
Sleep 124B 1_24B c o 124B C 0
1 2+ 2+ 4+
Groom B B b B b
1 2 2 2
Excrete B B b Bb
1 2 2 1
Mate 1B 13 1B
11 1 1+ *
Total 1+ 8 _8 10+ *A *B
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Square Footages: s.f. %
An effort has been made to turn the cor-
ridor into a street of settings. Patients have con-
trol over a greater variety of settings than in the
previous two examples. Again, the staff actively
encourages participation in activities, but there
are more varied activity places to support participa-
tion. Patient rooms remain basically unchanged from
the rooms in Hospital A (although vanities have been
placed in the rooms to encourage self-grooming), and
the control problems in multi-person rooms remain.
30 People
4 Fours-216 sf
6 Doubles-132 sf
2 Siigles-99 sf
Corridor
Bathrooms
Dayroom
Nurses' Area
Other
Total
170 sf per person
Corridor
Dayroom
Nurses' Area
Other
Before
864
792
198
1530
500
375
540
301
5100
17%
16%
4%
30%
10%
7%
11%
6%
There is still too little control over the light,
ventilation and activity in the personal spaces.
"Three years of operating experience has showm that the unit provides an
economic advantage and that it encourages rapid recovery when compared with more con-
ventionally organized hospitals...It is important to note that the administrators of
this hospital use the facilities as a therapeutic tool, and like any implement it is
only as effective as the operators allow it to be."-p. 69.
"Getting Up and Getting Out"
by Ronald Beckman
Progressive ArchitecturP ,
November 1974
After
1981 39%
225 4%
140 3
400 8%
B orda Wing:
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Nightingale Ward:........ A Normal: D Comparison
Hospital A:--------------- B
Borda Wing:-------c
Immobile Limited mobile Mobile
Limited sensory Some sensory Full sensory
Tasks 0 1 2 3 4 5 6 7 8 9 10 0 1 2 3 4 5 6 7 8 9 10 0 1 2 3 4 5 6 7 8 9 10
Shelter
Route
Store
Meet
Compete
Work
Play
Meditate
Feed
Territory
Sleep
Groom
Excrete
Mate
Total:
*.. -*
*
*
i*
.* ~ *... -- *
* -
*
*
* * t
*4
*
* *
A B C D
.* -- * --
*.*. *
*
--
***
.. *
4
44
A B C D
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Comparison:
The immobile patient is provided the same
number of settings in all three examples. This is more
a consequence of the state of health than the architec-
ture. In all multi-person rooms, there are problems
and conflicts with patient control over light, venti-
lation and activity. In Hospital A and the Borda Wing
it is hard to see into the corridor or outside from the
bed. There can be no vicarious participation in other
activities. Vicarious participation is possible in the
ward, but the patient has no control over it.
The limited mobile patient must depend on
others for mobility. In the last two examples, the
progression from a bedridden to a more active person
is reflected in the new settings and activities a-
vailable to them. Still, in the case of Hospital A,
these new settings (corridor, day room, and therapy
rooms) have the same, large undifferentiated quality.
There are no places to sit by oneself or in a small
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group. The patient is always part of the larger
activities of a long corridor or a big open room.
There is little to do but sit and observe (others
sitting and observing).
The mobile patient has a basic advantage
in controlling his or her own life. They need not
depend always on the help of others to get around.
Only the Borda wing begins to reflect this achievement
in its settings. It has a variety of small, medium
and large group spaces and can support the activities
that each type of group generates. The mobile pa-
tient can pick and choose among all of the different
settings/activities. The simple act of getting a snack
or bringing a cup of coffee to a bedridden patient
is a direct measure of a person's competency and
control. This is only possible if the snack places
are provided, as the are in Borda.
The number of settings for limited mobile and
mobile patients is the same. The levels of control differ.
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This section contains a design exploration of D esign
some of the factors that constitute a therapeutic environ-
ment. The design is evaluated like the previous examples
and there is a more detailed evaluation after that.
On windows...The breakfast was bland, the morning paper
read twice through, and now I sat in bed searching the
ceiling for cracks to count until bland lunch was ser-
ved. My eyes followed a nice jagged slit from the cen-
ter of the ceiling to the window sill, and then out to
the street. A traffic cop orchestrated the morning rush,
busloads of business people were gorged and disgorged by
the buses driving past. The sun lit the window frame yel-
low and fell on the wall past the foot of the bed. A
groundskeeper outside started mowing the lawn. He was quite
original, mowing in a spiral until awhile later, when he
gleefully finished the last patch off with a sharp flick
of his arms. The sun continued to drop down the wall and
soon fell to the ground. As the lunch of soup and sandwich
came in on a tray, the lunch people started their migration
to a small park across the street. They stopped along the
way to philosophize with a soft drink vendor and pick up a
cool coke. The buses now disgorged (and gorged) shopping
people who would spend most of their afternoon at windows,
shopping only in their minds. The sun peeked up from the
foot of my bed and started up over my sheets. I was tired
and slept a cat-nap. The parade of school children had be-
gun before I awoke. As they went along they would constant-
ly buzz off course. A golden retriever pup was the day's
big diversion. The traffic became heavier and the cop came
bach for an encore. The sun lit the room red as it came
through the window. The clouds were a rainbow without rain. 56
Red, orange, yellow, purple, and soon the window went
black. Chicken a la King for dinner...that could al-
most rival breakfast. Before I took myself to sleep,
I stared at the stars for the longest time. I could
almost make out Orion's belt. Out the window, the bus
gorged and disgorged the night people. One really
appreciates windows from a hospital bed.
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ADDITION TO HOSPITAL A
-References from the text: Patients in a ward
can participate (literally or vicariously) in the acti-
vities of the ward...The settings and opportunities a-
vailable to a patient in a hospital become a measure of
a return to control over his/her life...Distinct and
varied experiences for all the senses help support a
person's understanding of a physical setting.
I 4:Bedroom
N Nurs-eplace
t :Toilets
E Elevator
More on following pages
1 "J
0
IL i-
tp N
KEY:
Settings:
1243: 1,2,3 Person Rooms.
b: Bathroom.
C: Corridor.
c: Corridor places: small
and large meeting places,
food places.
0: Outside.
o: Other: Porches, green-
house, off-corridor meet-
ing rooms, physical and
occupational therapy.
Control:
#: No control.
j: Little control.
k: Full control.
Notes:
-The number that indicates
total settings also indi-
cates overall control.
-More specific details on
following pages.
-See "Using the Criteria"
section for elaboration
on evaluation method.
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States of Health
Immobile
.Limited..
s.ensory..
124B
A
1
Limited
mobile
Some
sensory
124B C c o 0
9+
1* I
Mobile
Most
sensory
T243 C c o 00
9+
Normal
B c
10+
Route C 0 C 0
0 3+ 3+ 10+
Store 124B b o 124B b o 14B bo
2+ 2+ 2+ 6+
Meet 124B 0 124B C c o 0 l BCc0
1,+ 7+ 7+ 7...
Compete 124B 124B c o 0 124B c o 0
_______1 4+ 4+ 4+
Work 1243 124B c o 0 12BC0
Play 124B 124B c o 0 124B c o 0
1 5 _ _5+_
Meditate 124B 0 124B c o 0 124B c o 0
1+ 4+ 4+ 5+
Feed 124B 124B c o 0 124B C o 0
1 4 4 4+
Territory 124B C 124B C c o 12TB C c o
2 4 4 4±
Sleep 124B 24B c o 0 124B c o 0
1 3+ 3+ 4+
Groom 124B 124B b 12T B b
Excrete B B b Bfb
1 1+ 1+ 1
Mate 1B 13 1B
1 1 1 1+
1+ 10+
Settings Available
See underlined States
of Health for key.
0 1 2 3 4 5 6 7 8 9 10
*
*
* *
* 4
*
* *
*
A B C
___________ ____________ I _________________ I __________________ .1 ________ I ____________________________
Shelter
Total
A Short Explanation of the Drawings:
-Site Plan: Relation of the addition to the existing
building and the sight, approximate heights of addition.
-30 Scale Plan: Key for drawings, some examples
of furniture arrangement.
-50th Scale Drawings:
-Specific settings: An explanation of the major set-
tings with reference to the activities/tasks that could
take place in them. Detail drawings at 1/8, 1/4, 1/16
scale of some of the qualities of the space.
-Space qualities: An explanation of some of the qual-
ities in a space that can contribute to a distinct and
varied sensory experience. This offers a patient a range
of settings/experiences to choose from for specific ac-
tivities. This is contrast with a physical environment
that offers no distinctions in settings for distinct ac-
tivities.
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SINGLE BEDROOM:
-Activities/Tasks: Shelter, store, meet, compete,
work, play, meditate, feed, territory, sleep, groom,
excrete, mate.
-Windows placed for views outside and into hallway
from bed.
-Windows/shades can be opened and closed to out-
side and hallway.
-Dutch/double doors to hallway for a variety of open-
ess to public area.
-Furniture is movable, space enough for variable
room arrangements.
MULTI-PERSON BEDROOMS:
-Activities/Tasks: Shelter, store, meet, compete,
work, play, meditate, feed, territory, sleep, groom,
excrete.
-All residents have control over a distinct space
within the room (in doubles, a separate toilet for
each).
-In 4-person rooms there is a space for a common
living room.
-Residents can arrange rooms into distinct activity
areas.
0~0
L0X oI20 0 oO
0
0
BATHROOM/WASHROOM/TOILET:
-Activities/Tasks: Groom, excrete.
-Toilet rooms have a grooming area.
-There is room for a wheelchair turnaround in -
these rooms.
-Washroom has a sitting area to ease patients in
and out of the tub and for drying off@.
Grab bar -
Toi let
-- 
-- incha fo1ot
- O i 2, 3 4 it
- Sitting
--- --- - *
0- ... ......
Washroom
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PERSONAL CORRIDOR SPACE: "Front porch"
-Activities/Tasks: Shelter, store, meet, compete,
play, work, meditate, feed, territory, sleep.
-A space beside the front door and on the corridor
that is distinct from corridor (public) space.
-The space is sometimes inside the room, sometimes
outside the room, or can become a variable space
with movable furniture.
Li
- .0
0
I Outside Room .....
(See larger drawing)
I- Inside
A- .l i -
Variable
o 1 L 3 i
Territory
10
r-191,
q
lam%
lamb
CORRIDOR: (See corridor places)
-Activities/Tasks: Route, meet, territory, (work,
play, meditate, feed, sleep).
-A variety of routes, a choice of moving through or
past corridor places.
-Corridor defined by change in ceiling quality,
floor quality, low and high walls.
-Some pathways establish challenges (stairs, etc.)
but are not a compulsory route.
-Pathways have dense enough material to support
wheelchair.
--- --- -
CORRIDOR PIACES: 'Park bench" (See corridor)
-Activities/Tasks: Shelter, meet, compete, play,
meditate, feed, territory, sleep, work.
-A space just off the corridor, a small personal
space for use by anyone or any small group.
-A place to be out of the way of corridor ac-
tivities, but able to watch them going on.
- - - -- -  - 0
ISM
---- -0 d 0 ~ +0 so
SKULl MEETING ROOMS:
-Activities/Tasks: Shelter, store, meet, compete,
work, play, meditate, feed, territory, sleep.
-A space for groups of 4-8 people, dispersed through-
out the facility. Each has a different quality of
space and adjacency to other spaces.
-Some of the small meeting spaces can expand into
other space to handle more people.
IARGE MEETING ROOMS:
-Activities/Tasks: Shelter, store, meet, -compete,
work, play, meditate, feed, territory, sleep.
-A space for groups of 12-20 people, for entire
community activities.
OTHIER SPACES: Nurses' place, linen storage, mail,
kitchens.
Activities/Tasks: Shelter, store, meet, compete,
work, play, feed.
-Staff activity spaces, such as a food preparation
area( snacks, arrival place fro central kitchen food),
linen storage, mail delivery, and the nursed' work-
space are placed at various intervals in the corri-
dor. If a person can participate in (literally or
vicariously) the activities that support them, there
is a visual confirmation of the presence of care
and help. There is also the chance for an increase
in self-sufficiency and control.
--- ---- -
U~.I 7-
Nurses place M M
Lineni mail
storage
Kitchen
Open to n floor
Plan I
si
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OUTDOOR PORCH/OUTDOOR SPACE:
-Activities/Tasks: Shelter, meet, compete,
work, play, route, meditate, sleep.
-Space for settings and
side.
-Pathways to move along
the corridor.
-Pathways that are like
to test competency.
activities to expand out-
that are different from
city streets, pathways
Space Qualities
t.
VT-~
Open
Closed
.- Large
Small
The physical forms
that suggest a variety
of group sizes are em-
phasized here.
0
--- -- 
-- --
Q .
~-J
The physical forms
that are open (connected)
or closed (separated) to
others are emphasized here.
The connection and se-
paration can be visual or
acoustical.
0 to 20 0 s
0
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Space qualities:
0 .
-
-
*
.I
For a partially
cloudy day.
Quiet
Active
The acoustical/activity
qualities of the physical
forms are emphasized here.
This is achieved by
placement of settings and the
between them,1 as well as .the
Light
Dark
0 1 30 +0 s0
The light qualities of
the physical forms are em-
emphasized here.
This is achieved through
orientation and the quality
of the edge separating
spaces (clear, transluscent,
slatted).
0 .......0
'07
c n.
connections
acoustical nature of the materials used. 74
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Addition to Hospital A:
"Self criticism must be taken with a grain of salt." -Anonymous
This design is another step from a ward de-
sign to the design of a cluster of homes for a hospital.
It provides a near "normal" range of settings to test
one's illness in. The public spaces provide a variety
of small and large spaces, each with distinctive qual-
ities. There may simply be too many of them. The per-
sonal spaces still remain minimal in terms of quantity
and quality of space. The space that the patients
spend most of their time in could be better.
See the concluding chapter for some thoughts
on what's left to do in the design.
Square Footages: s.f. %
22 People
10 Singles-150 sf 1500 17%
4 Doubles-260 sf 1040 12%
1 Four-490 sf 490 6%
Corridor 1960 22%
Activity Spaces 1925 22%
Bathrooms 945 12%
Nurses' Area 280 3%
Other 500 6%
Total 8790
399.5 sf per person
Ward: 150.5 sf per person
Hospital A: 2 sfpp
Borda: 170.0 sfpp
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A professor once simplified the process
of a nuclear reaction by describing a roomful of mouse-
traps. Each one had two ping-pong balls on its spring.
If someone were to throw a single ping-pong ball into
the room, one trap would be set off, releasing two more
balls. Each of these would set off two more traps, re-
leasing four balls. Pretty soon, the room would be fil-
led with flying ping-pong balls. Doing a thesis is some-
what like throwing that first ping-pong ball. One question
generates a headful of flying questions and ideas. Here
are some quotes from the text as a reminder of the ones
that were dealt with in the thesis, and some ideas and
questions left undone.
Quotes:
-"1...celebrate living through a return to health,...
-"How might the physical environment of a hospital
contribute in more ways to getting well?
-"The physical environment should support a healthy
state of mind.
-"The physical environment of a hospital should be
clean, provide fresh air, water, and food, offer control
over the temperature, and adequate protection from the weather."
What's
Lef t
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-"The physical environment of a hospital must not
interfere with therapeutic techniques and equipment, and
adequate care and attention.
-"....a physical environment where the patient can
be part of the ongoing activities of hospital care (vis-
ually and literally), can provide an adequate amount of
attention and personal contact.
-"A therapeutic environment must help treat the
whole person.
-" ...resourse-rich or resourse-sparse. This in-
dicates the levels and qualities of environmentally
provided opportunities.
-"The settings and opportunities available to a
patient in a hospital become a measure of the return to
control over his/her life.
-"The therapeutic environment should give the pa-
tient an opportunity to participate in a range of fami-
liar physical settings, and regain control over a range
of physiological states.
-"...experiences for all the senses."
Questions/Ideas:
-What constitutes a limited psychological state,
and what are the corresponding design implications of
these states?
-What are the other possibilities in the range
of facility types, from wards to a home away from home?
-How many settings become too many?
-A more complete discussion of human activities
and the corresponding physical forms. ( A Pattern Lan-
guage by Christopher Alexander)
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-A more complete discussion of human sensory and
rotor function and the specific qualities of space that
pertain to each. (A thesis could be done on any one func-
in. by itself.)
-Specific to the addition to Hospital A:...a place
to have visitors over (a couple of apartments?)...places
to go outside from the private rooms...more variety in
routes...a more complete design, including specifics in
he structure and the physical form that could directly
iprove the settings in terms of "readability" to the
senses, and participation/reaction by the motor functions.
In the end, a long term care facility should be no
different than any setting that people must live in, (ex-
cept in the availability of specific therapeutic tech-
niques and equipment). The criteria could be applied
to any place where people spend their lives: a work-
place, a school, a jail,...a home.
78
Research and Design Institute
Appendix A
Progressive Architecture November, 1974
Getting up and getting out:
Progressive patient care
Ronald Beckman, text
Bruce Davidson, Photography
Author: Ronald Beckman is Executive Director of Research
and Design Institute, a nonprofit scientific and educational
corporation of professionals conducting interdisciplinary
demonstration projects.
To make successful changes in the structure of an
institution requires that the designer implement goals
In terms of hardware and administrators understand
how to use this hardware to implement their goals.
On the premise that architecture might well be considered
more than a visual art, REDE has for over eight years been
attempting to assemble quantifiable evidence that design is
an educational, economic, urban, and medical tool which,
when combined with enlightened administration, can con-
tribute not only environmental embellishment but also de-
sired social improvement.
Under the primary direction of Associate Director How-
ard Yarme the REDE staff of architects, industrial designers
and social scientists has attempted to embody medical the-
ory in actual situations, by establishing designs that can be
evaluated over time. Carrying all the aesthetic, statistical,
mechanical, and structural baggage of our trade with us,
the key to this work has been an attempt to transcend the
specialized and limited thinking of both the design and be-
havioral professions. To our disappointment we have found
that the practice of generalized thinking is suspect in our
specialized society. Some physicians have questioned
what right "Interior Decorators" have to advocate medi-
cally appropriate environments. Some architects have
scorned the recommendations of our behavioral findings as
too costly, unprofessional, and/or something "any archi-
tect can do." I hasten to add that the success of the work
presented here results from the faith and enlightment of
physicians, architects, administrators, and boards of direc-
tors who have the adventurous spirit to seek a more so-
cially appropriate solution to the task of accommodating
people in institutions.
In 1968, South County Hospital, Wakefield, R.I., incorpo-
rated Progressive Patient Care in planning for the Borda
Wing. The initial REDE investigation of user needs for pa-
79
-ents was funded in 1967 by a manufacturer of hospital
eqipment, Affiliated Hospital Products, Inc. of St. Louis,
Mo.. and was intended to disclose in what ways changing
medical practice was affecting the patient environment. Re-
view of medical reports on the success of PPC hospitals re-
vealed an interesting fact to REDE researchers. In most
medical programs no attempt to differentiate (archi-
tecturally) one care level from another was made, so that
physically the various wards were similar even though the
nature of care vas modified. In psychological jargon, the
spaces had not been "cued" to indicate to the patient that
he had progressed one wit. Not surprisingly, medical im-
provement of patients was mostly unchanged in early ex-
periments with PPC, even though some reductions in oper-
ating costs resulted.
The central experiment in the design for the Borda Wing,
a space intended for recuperative care, was the creation of
a wide, carpeted "therapeutic corridor" which would be
structured with a variety of activity centers to encourage
patients to venture out from the confinement of their rooms,
to help each other, help themselves, and to receive help
and encouragement from families and professional attend-
ants in realizing their cure. The corridor was to be "a new
community of care,' as the medical director defined it, and
should be perceived in that way. This would require auto-
matic beds to allow easy entry and exit, in-room vanities to
encourage self-grooming and to overcome psychosomatic
barriers to social exposure, easy accessibility to medical
personnel for a heightened level of instruction and human
contact, and food preparation units on the corridor which
would function to focus social activity. Around the reassur-
ing social therapy of sharing, patients would be reintro-
duced to the normal daily routine. Friendships would be es-
tablished with other patients, with staff and visitors. Street
clothes were to be worn and family members proudly
brought forward. Ambulatory patients were encouraged to
visit around to see those still bedridden, lending encour-
agement to those in a condition shared by the patient/
visitor only a short while earlier. Slowly, the psychological
defenses of illness would give way to the optimism and en-
terprise of well-being.
The medical program of this recuperative corridor was to
be ambulation, but a dominant consciousness in the cul-
ture makes such structural change difficult. The dictionary
definition of ambulation-"to move from place to place:
walk (the patient was allowed to ambulate in his room)''-il-
lustrates that even Mr. Webster finds it difficult to conceive
of an alternative to patient confinement.
In the finished environment, each activity area along the
carpeted corridor of the 30-bed wing communicates to the
patient that a new kind of behavior is expected of him, new
in the sense that he cannot think of recovery as something
to be accomplished by remaining bedridden and having
nurses, doctors, and aides bring all aspects of treatment
to the bedside.
Architectural details and furnishings are designed to pro-
vide as much control over the environment by patients and
staff as possible. Oversized floor-to-ceiling double doors to
each patient room allow for privacy when closed, semi-
privacy when one door is open, and elimination of almost
one wall of the patient room when both doors are open
wide. Each patient has a generous sink, counter, and mir-
ror unit that is designed to encourage self-care through
such common activities as personal hygiene. Lighting
options includes natural daylight, overhead incandescent
lighting in the alcoves, general purpose fluorescent corri-
dor lighting, and floor level illumination in activity areas.
Lining the corridor are many alcoves, including several
designed for small group activities and consultation, and a
nursing station. Game tables, reading stations, writing
desks, conference areas, and consultation spaces are each
cued with appropriate hardware, graphics, and accessories
to help encourage their use by patients and visitors.
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A break with convention
The crucial design element in this concept proved to be
hospital carpeting, essential for acoustical control, to tie to-
gether in a cohesive fashion the separate activity centers
and to lessen the risk of patients' injuries. REDE's objection
to conventional tiled hospital corridors is based on many
observations, plus research by Mayer Spivak on sensory
distortion in tunnels which points to continuous, straight,
glossy, hard surface flooring as one of the villains of medi-
cal architecture. In the late 1960s, however, a number of
nursing home fires had discouraged carpet use especially
because of the toxic fumes generated by burning adhe-
sives and flammable undercarpet mats. Hospital adminis-
trators were not convinced that spills of medicine and food
could be maintained properly. Another concern was the
bothersome shock of electrical static generated by the ac-
tive mobility of patients on conventional carpeting. The
need for mobility of carts and furnishings demanded that
carpet not restrain casters or be easily marred by furnish-
ings. With the cooperation of the Fibers Division of Mon-
santo Company and using the facilities of Deering-Milliken
Research Corporation, we attacked these problems of fire
safety rating, anti-glare texture, color durability, and ease
of cleaning specifically, because a noninstitutionalized resi-
dential scale was absolutely essential to the social success
of the new medical space. Static was defeated by a combi-
nation of fiber selection with special carpet construction,
and mobility was assured by specifying an exceptionally
tight weave which would allow free movement and min-
imize pressure markings on the carpet surface. Exceptional
"cleanability" was important to the program. We reasoned
that a patient would be discouraged from venturing into the
corridor and preparing foodstuffs if an accidental spill
created a great clatter and irrevocably damaged the expen-
sive flooring material. A solution for our maintenance de-
mands was found not only in manufacture of fibers with in-
tegral color fastness but also in the establishment of a
trairing program for the hospital maintenance personnel
which combined routine cleaning schedules with immedi-
ate on-the-spot attention directly after a spill occurred. This
reassured the patient and proved to be beneficial for the
carpet as well. It did require a change in management pro-
cedures which is, we feel, the key to successful archi-
tectural innovation in many cases. The specified carpet was
made by Deering-Millikin and installed by Monsanto to test
carpet performance in this patient-structured space..
There are two nourishment stations located in the thera-
peutic corridor, each containing a sink, burner unit, refrig-
erator and ice-making console. Both stations are designed
for patient and staff use, and one has an adjacent seating
area. Most medical facilities provide telephone booths
which by their design prohibit use by handicapped per-
sons, making it necessary for the wheelchair-bound patient
to ask for assistance. The location and design of the phone
area alcove with its carpeted wall, provide visual and
acoustical privacy for confidential phone conversations
without making it necessary for the caller to be encapsu-
lated in a "phone booth." The carpeted wall discourages
the usual graffiti generated by the presence of a telephone.
One dayroom at each end of the corridor acts as a re-
warding destination for each venture made into the normal
world. Patients are encouraged to take their meals to the
dayrooms whenever possible and games, rockers, high fi-
delity equipment, and color television are placed there.
The nursing station is an open-plan, counter-high unit lo-
cated at the highly visible midpoint along the corridor.
"Eyeball to eyeball contact," a high visibility of personnel
from the patient's vantage point and good visual contact
with the patients by the nurses, has greatly reduced re-
liance on the mechanical call button which many times is
used by interned people just to assure themselves that
someone is available. From the nursing station the nurse
can see directly into the two single rooms and with only a
few short steps has contact with everyone on the corridor.
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It isn't enough to build a new facility reflecting altered op-
eratLons-the facility must be maintained and operated by
people who are sympathetic with the concept intended. Of-
fice landscapes in business complexes still requiring punch
clocks and conducting timed coffee breaks; open plan
schools in which children are lined up and marched
around, represent a dysfunction between the concept and
the use which betrays the fact that the staff was never prop-
erly oriented to the space. At the Borda Wing, orientation
programs were held. We have found that they must be held
continually. The environment is not enough of an impetus
to command a change in human behaviors which have de-
veloped over lifetimes of experience. Despite a careful ori-
entation, a nurse turned off all the lights and dispatched all
the patients to their rooms when visiting hours ended in the
general hospital. She had to be firmly told that the corridor
was to be used anytime the patients wished. She was very
resentful. Personnel have been told to encourage patients
to ambulate, to spend time in the conference area with the
relatives, friends, and the patients themselves (which
places the sick person in a more dignified posture in rela-
tion to the interviewing doctor or nurse) and to have their
meals and even to do their work in the presence of the pa-
tients at the conference areas. For this reason, the con-
ventional nurses' room and staff lounges were deleted from
the program. Once staff members are introduced to these
new methods, they enjoy them.
As a prototype facility, South County Hospital's "Borda
Wing" is designed to test the effectiveness of new medical
ideas in a new environment. For awhile it was feared that
pampering patients in a "luxurious motel" with a great deal
of permissive care might curb their desire to leave the hos-
pital. In interview after interview, the patients make it clear
that never do they confuse home and hospital.
Three years of operating experience has shown that the
unit provides an economic advantage and that it encour-
ages rapid recovery when compared to more convention-
ally organized hospitals. Administrator Ford reported in
1973 that the average cost of a stay dropped 12 percent
and that its average length decreased by .8 days. In addi-
tion to lower maintenance costs, there are other ways in
which savings are passed along to the patient. Most impor-
tant is a reduction in the need for expensive professional
attention. Since all the patients in the Borda Wing are in the
post-acute stage, they require less service. While there is a
registered nurse on duty at all times, the total complement
for 24 hours is only seven people. In a comparably sized
unit for acute care, 8 people on the day-time shift, 5 in the
evenings, and 3 at night make a total staff of 16 usually re-
quired. In great part, the staffing of the Borda Wing is ac-
complished by relying on the participation of the patients.
It is important to note that the administrators of this hos-
pital use the facilities as a therapeutic tool, and like any im-
plement it is only as effective as the operators allow it to be:
It takes an enlightened administration to creatively apply
the opportunities provided by this experimental space.
The new ambience in the corridor allowed creative pro-
grams to exist which have been successful because of the
therapeutic program. Unwed mothers can recuperate with-
out embarrassment and shame. The lack of distinction be-
tween patient and visitor allows terminal patients to be at
ease with their families; pre-operative patients retain a more
positive attitude towards their pending operation.
We certainly do not claim total success-for the nature of
experimentation is the investigation of the unknown-and
the result is always uncertain. But we are encouraged to
see an increased awareness of the social force of environ-
mental design. Architecture alone without the "adminis-
tration of care and concern" can do little more than create
a cosmetic appearance. But when a patient-oriented atti-
tude permeates both structure and social program-the
work of art is greater than the sum of its parts. 0
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